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they seize power plants and the govern-
ment becomes your local electric util-
ity. It would be the most inefficient op-
eration in the history of our govern-
ment. Do not let them do it. You can-
not get something for nothing out of
this government. If it is the govern-
ment running it, you usually pay a
higher price than if you as a commu-
nity can have the private sector with
checks and balances. I have spoken pri-
marily about energy, about water.

Mr. Speaker, one last shot on water
and then I am done. That is keep in
mind in the East and West of this Na-
tion, there are differences in water and
differences in public lands. I would
urge all of my colleagues in the East
and all of their constituents in the
East to please take the time before
signing on a petition to take on Lake
Powell or kick people off public lands,
take a look at both sides of the story.
If you take a look historically, politi-
cally, environmentally at both sides of
the story, I think you will have a bet-
ter understanding of what I have said
tonight and a much deeper apprecia-
tion for our message from the West.

————

HIV/AIDS

The SPEAKER pro tempore (Mr.
REHBERG). Under the Speaker’s an-
nounced policy of January 3, 2001, the
gentlewoman from North Carolina
(Mrs. CLAYTON) is recognized for 60
minutes as the designee of the minor-
ity leader.

Mrs. CLAYTON. Mr. Speaker, often-
times we act on perceptions rather
than reality, and when we discuss HIV
and AIDS, indeed that has been one
based on perception. Oftentimes we
have felt, those of us who live in the
rural South, have felt that AIDS was
an issue of the North. Those of us who
lived in small towns felt it was an issue
of the big cities. Heterosexual persons
thought this was only an issue for gays
or that it was indeed white male gays.
What we are finding is that those per-
ceptions were ill-founded, and that the
disease has affected all phases of the
United States, particularly the South.

HIV/AIDS is becoming more preva-
lent in rural areas and in the South.
AIDS cases in rural areas represent
only about 5 percent of all reported
HIV cases in 1995. Only 5 percent. How-
ever, the pattern of HIV infection sug-
gests that the epidemic is spreading in
rural areas throughout the TUnited
States. HIV in the rural South is grow-
ing at one of the fastest rates in the
Nation. The Southeast as a whole has
the highest number of those infected.
The southern region of the TUnited
States accounts for the largest propor-
tion; that is, 34 percent, 34 percent of
641,886 AIDS cases. The latest figures
we have is for 1997, and 54 percent of
the 56,689 cases are among persons re-
siding in rural areas.

However, according to a Boston
Globe article, which I include for the
RECORD, according to this article it ref-
erences that in six Southern States, in-
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cluding my State, North Carolina, and
South Carolina, Georgia, Alabama, and
Mississippi as well as Louisiana, 70 per-
cent of those with HIV are African
American, and 25 percent are women,
according to a Duke University study.
But more importantly, here is what
it says. Both of these figures are higher
than the national average, but few are
saying anything about it, keeping the
disease nearly invisible as it spreads. It
is a deadly, silent disease. It is the si-
lence that worries many of the AIDS
activists who are fearful that as the si-
lence continues, the government will
not know that they have a problem.
The text of the article is as follows:

[From the Boston Globe, June 1, 2001]
IN THE SOUTH, DEADLY SILENCE

SHAME AND FEAR CONTRIBUTE TO RAPID
SPREAD OF HIV IN RURAL AREAS

(By John Donnelly)

SCOTLAND NECK, NC.—In the short, grim
history of AIDS, this rural town surrounded
by cotton and tobacco fields would probably
go unnoticed. The virus hasn’t killed people
here in great numbers, as it has in Africa,
nor has it devastated a whole sector of the
population, as it did to gay men in the cities
of America in the 1980s.

But as observers reflect on the two decades
since the first public mention of a disease
that was later named Acquired Immune Defi-
ciency Syndrome, the overarching reality is
that the virus has stealthily managed to in-
fect roughly 60 million people all over the
world, including here on Roanoke Street, in-
side the four-room house of the Davis family,
in the person of one Jeff Davis.

And that remains, largely, a secret here.

“I keep it pretty quiet,” said Davis, 26, his
skinny 6-food-3 frame sprawled out over a
worn-out sofa as his mother hovered nearby.
“I'm not sure people would like being around
people like me. If they find out I'm HIV-posi-
tive and their reaction was bad, I don’t think
I could take it.” HIV in the rural South is
growing at one of the fastest rates in the na-
tion. The Southeast, as a whole, has the
highest numbers of those infected. In six
Southern states—North Carolina, South
Carolina, Georgia, Alabama, Mississippi, and
Louisiana—70 percent of those with HIV are
African-American and 25 percent are women,
a Duke University study found. Both figures
are higher than national averages.

But few say anything, keeping the disease
nearly invisible as it spreads. It is this si-
lence that worries many AIDS activists, who
are fearful that as the US government grap-
ples with the out-of-control pandemic in
parts of sub-Saharan Africa, it will neglect
the increasingly costly programs to treat in-
fected citizens at home. In at least a dozen
states, there are waiting lists of people in-
fected with HIV who want to get the drugs.

At home, the Bush administration’s initial
position has been to put a lid on treatment
funds. It has proposed no increase next year
for the $1.8 billion Ryan White Care Act,
which pays for AIDS cocktails for Americans
not covered by Medicaid or other insurance
programs. Abroad, the administration has
put $200 million in additional HIV money
into a newly created Global AIDS and Health
Fund, a sum belittled by many advocates as
a trivial response to a problem that Sec-
retary of State Colin L. Powell calls a war
without equal. ‘“‘It’s our responsibility as a
world leader to fight AIDS at home and
around the world,” said Ernest C. HopKins,
director of federal affairs for the San Fran-
cisco AIDS Foundation. ‘‘Furthermore, the
crime of someone in rural North Carolina
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not getting treatment is far more egregious
than the reality of that happening in sub-Sa-
haran Africa, where countries spend a few
dollars per capita on health care. This is an
incredibly resourced nation, and yet there
are people here who are basically being writ-
ten off.”

In the past 20 years, AIDS has killed 438,795
people in America, 23 million worldwide. In
the United States, an estimated 1 million
people are now infected with HIV or have
full-blown AIDS, but only about a third of
them are receiving treatment. The federal
Centers for Disease Control and Prevention
estimates that another third of a million
have been diagnosed but either aren’t medi-
cally eligible for treatment or can’t pay for
it, while the remaining third don’t know
they are infected or refuse to be tested.

AIDS has remained largely an urban epi-
demic in America, but infection rates have
been rising rapidly in rural areas. Interstate
highways act like spigots that flush the dis-
ease deep into the back country. Sex workers
set up shop along the highways. And from
rural Southern towns, as elsewhere, people
like Davis travel to neon-bedecked bars or
strip joints located near interstate highway
ramps, pay for sex, and bring the virus back
home. Some, like Duke public health spe-
cialist Kathryn Whetten-Goldstein, ‘‘see
echoes of Africa in HIV in the South,” be-
cause of the barriers to care as well as the
way the virus is increasingly transmitted
through heterosexual contact. In the rural
South, about 45 percent of women with HIV
were infected by having sex with infected
men, compared with 15 percent nationally; in
Africa, as much as 80 percent of the trans-
mission is heterosexual.

“When you think about the epidemics
being similar,” said CDC epidemiologist
Amy Lansky, ‘“‘in the rural areas, particu-
larly in the South, there is a lot more trans-
mission occurring through heterosexual con-
tact than you see as a nation as a whole.”

It is an outrage, in Whetten-Goldstein’s
thinking, because heterosexual transmission
carries far less of a stigma than homosexual
transmission. And yet, few talk about it,
which she believes is rooted in racism.

“If the rates of heterosexual transmission
were as high in middle-class white women
and men as they are among African-Amer-
ican men and women, policymakers and
power holders would be terrified and acting
quickly,” she said.

But Whetten-Goldstein believes the simi-
larities between the rural South and Africa
g0 deeper than the mode of transmission.

“There’s a great stigma here attached to
the disease, a sense of fatalism that it
doesn’t matter what they do and the great
distances people have to travel to see a doc-
tor,” she said.

In both Africa and the rural South, a lack
of education about how the virus is spread
has allowed it to flourish. In North Carolina,
for instance, state law forbids schools to
teach that condoms can help prevent the
spread of AIDS; teachers can only talk about
abstinence.

And like many places in Africa, the stigma
of living with HIV/AIDS is reinforced by atti-
tudes of some fundamentalist Christians.
Here, many fervently believe that God is
punishing those with AIDS for their sins.

One woman in rural North Carolina who
would be identified only as Sylvia said she
travels 180 miles to see an AIDS doctor three
times a month, even though there is an AIDS
specialist 40 miles away. ‘“If you go to the
local doctor, everyone knows you have HIV,”
said Sylvia, a local PTA president and a Cub
Scout den mother.

“It’s a modern-day leprosy here,” said Dr.
Mario G. Fiorilli, the only AIDS doctor in
Halifax County in northeastern North Caro-
lina. The great differences between the



H3840

United States and Africa, of course, are that
antiretroviral AIDS drugs are widely avail-
able here. But availability of drugs does not
always guarantee access, and flat-funding of
the Ryan White Care Act would mean that
many newly infected Americans will be de-
nied drugs, advocates say.

In interviews with several dozen AIDS
caseworkers and patients in rural areas of
North Carolina, many said that potentially
thousands of people refuse to get tested for
HIV, while others fail to adhere to the daily
regimen of pills for a variety of reasons, in-
cluding painful side effects. ‘I have friends—
and I don’t agree with them—who are sleep-
ing around with it,”” said a man who asked to
be identified only as J-Ray, a now-celibate
drag queen who adheres to the strict drug
regimen. ‘“They’re just spreading it. That’s
what’s going on here. You have people who
are either too scared to get tested, or find
they have it and basically don’t care at all.
They’re just angry.”

Like many interviewed, J-Ray did tell
family members he had the disease. ‘“My
mother hugged me,” he said. ‘“My father
looked at me, and said, ‘Do you have life in-
surance?”’

Beamon Vann’s family reacted by kicking
him out of the house. For 14 months, with no
independent source of income, he lived in a
leaky aluminum box 6 feet high and 8 feet
wide behind his family’s three-bedroom
house, allowed in only twice a week for
showers. His mother handed him meals out
the back door. She gave him a metal bucket
for a toilet.

“It was because of her ignorance, her faith,
her feeling that the disease was God’s pun-
ishment,” said Vann, 41, in his new three-
room home, staring at a game of solitaire,
three aces showing.

Vann, who is gay, began to weep. ‘“‘The
first words out of my mother’s mouth were,
‘I told you God would get you one day for
what you’ve been doing.”’ Vann’s case-
worker is Terry Mardis, who is retired from
the Army after 26 years in the special forces.
He carried out secret missions in Vietnam,
Nicaragua, and Panama. It’s natural for him
to use war metaphors in describing his work
with AIDS patients.

‘“Are we making a dent? No,” said Mardis,
53, who works for the Tri County Community
Health Center in Newton Grove. ‘I doubt it
very seriously. People are afraid to get test-
ed.”

On the road one day recently, in between
visits to clients dozens of miles apart.
Mardis said poverty often interferes with
treatment. ‘I have one woman whose daugh-
ter takes money from her. She has Social Se-
curity, which pays her bills and her phone,
barely. Then family members run up $600,
$700 in phone bills,”” Mardis said.

“We’re concerned about her” staying on
her medication, he added. ‘““You're fighting a
war here—on several fronts,”” Mardis said.
“You have families working against you.
You've got communities working against
you. I go and ask some businesses for dona-
tions to help those with AIDS, and they look
at you like you’re strange. Their idea of a
crisis is the Red Cross helping you if you’'re
burned out, not if you have AIDS.”

In Halifax County, HIV case manager
Kathy W. Knight has worked hard to get Af-
rican-American ministers to fight the stig-
ma of the disease. ‘‘People won’t change
their attitudes until it comes from the pul-
pit. If it doesn’t come from the pulpit, it
ain’t the truth. If ministers think they can
get it from eating at McDonald’s, which is
what one told us, then we’re still going to
have trouble here.”

Few say a kind word. One who won’t is
Bishop Moses Williams Jr., pastor of the
Love of God Church of Christ. ‘“These dis-
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eases come upon people because they are not
obeying the work of God,” he said waiting in
line at a Roanoke Rapids pharmacy check-
out.

Jeff Davis, who believes he contracted HIV
one night when he had sex with a stripper in
Roanoke Rapids, just off interstate 95, is re-
sponding well to his combination of
antiretroviral drugs. His weight rebounded
to 164 pounds, from 142, but he is wary be-
cause his health has gone upon and down be-
fore. ““There was a time when Jeff was falling
away to nothing,” said his father, Perry Lee
Davis, 68. ‘I felt like then just as I did when
he was a small child. We all love him. How
would I feel as a father if I turned my back
on him because he has HIV? I would be less
than a father.”

Jeff Davis, sitting on his father’s bed, lis-
tened to him. I read my Bible every day,”
he said softly. “I'm back in church. It’s made
me better. I think everyone in there knows
about me. But no one says anything.”

Mr. Speaker, tomorrow we will be of-
fering an amendment to make sure
that sufficient food goes to those per-
sons in Africa who are suffering from
the AIDS pandemic and their children
and families who are taking care of
them.

But if we do not recognize here in the
United States, and particularly in the
South, that we have this disease, it is
unlikely we will get additional funds.
In fact, when we look at the budget,
the Ryan White Care Act, which pays
for AIDS cocktails, is maintained
about where it was.

The Globe article further says that in
the rural South, about 45 percent of
women with HIV/AIDS are infected by
having sex with infected men, again
breaking one of the perceptions we
have that heterosexual persons will not
be subject to it. But, indeed, the infec-
tion rate is 15 percent above what it is
nationally. The spread of AIDS in Afri-
ca is being spread through heterosexual
transmission of the disease rather than
homosexual. In fact, women and chil-
dren are the ones who are most in-
fected.

Again, one doctor in this area, and
they are referencing North Carolina
and referencing Halifax County, which
is in my district, this doctor says, Dr.
Fiorilli, the only AIDS doctor in Hali-
fax County, ‘‘This is like a modern day
leprosy, no one wants to claim or talk
about it.”

Mr. Speaker, the big difference be-
tween the United States and Africa are
that the medications we have are more
available here, but availability of
drugs does not guarantee access be-
cause there are people failing to take
the test to find out whether they are
eligible, and then there are people who
are failing to follow their prescription.

In interviews many said that poten-
tially thousands of people refuse to get
tested for HIV, and one person states
she travels 180 miles to get treated
twice a month when she could travel 40
miles and be treated, but everyone
knows her in her area. This person is
president of the PTA and very active as
a leader, and so the culture of the area
does not allow her to seek out medical
care, and in some instances not even to
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tell their own family members. We
have a problem in the Southeast and in
those six States.

The number of new AIDS cases in the
United States began to decline in the
mid-1990s, but actually the rate went
up in the South. While everybody else
was Kkind of dealing with the problem
and acknowledging that we had a prob-
lem, actually it went up. Particularly
we find this happening in the South
among black women as well as with
children. It is true there are still more
males than females, but the growth
rate for women is extremely high in
that area.

Mr. Speaker, from 1981 to 1999, 26,522
black women developed AIDS in 11
States of the former Confederacy. In
Mississippi and in North Carolina, sta-
tistics show that more black women
than white men have contracted HIV.

By region of the United States, AIDS
incidence increased in all regions from
1994, with the most dramatic increases
in the South. In 1996, however, AIDS
incidence dropped in the Midwest,
dropped in the West and the Northeast,
and just began to level off a little bit in
the South.

Now, again back to North Carolina,
the HIV epidemic continues in North
Carolina. Rates of infection continue
to grow among adolescents and among
women, with heterosexual contact as
their primary mode of transmission.
The minority population is dispropor-
tionately affected by the AIDS epi-
demic in all risk groups. The geo-
graphic distribution of cases for HIV/
AIDS and bacterial STDs indicate the
high correlation of STDs, which is sex-
ually transmitted disease, and as a pre-
dictor of the risk of AIDS.

Mr. Speaker, this chart shows that
persons living with HIV and AIDS, and
this was as of the end of last year, the
percentage by gender, 68.4 percent are
male; 31.6 percent are females. And
then when you begin to look at the
ethnicity of it, 72.4 percent are African
American or blacks; 23.9 percent are
white non-Hispanic; 1.9 percent are His-
panic, and the Hispanic population is
growing in our State, so that increase
is in some way related to the growth.
You see the proportion, that indeed it
is growing.

Of the 20,525 individuals reported
through December 2000, 10,329 have
been reported with AIDS, including
8,189 adult adolescent males, 2,013 adult
adolescent females, and 127 children.

According to figures from last year,
North Carolina ranked 23rd among 50
States, including the District of Co-
lumbia, in terms of the number of
AIDS cases. Most North Carolina HIV
disease reports highlight the male pop-
ulation, African Americans 72 percent,
falling within the age group between 30
and 39. Thirty and thirty-nine are our
most active, productive citizens. This
is the time when people are forming
families and building careers. This is
the time when people ought to be the
most productive in their community;
but at this time we are finding within
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the age group 30 to 39, 72 percent are
African Americans.

0 2030

In the First Congressional District as
well as in eastern North Carolina, in-
cluding the third district, African
Americans accounted for as much as 87
percent of HIV/AIDS cases that were
reported in this year alone, the new
cases that were reported.

The House of Representatives and the
General Assembly of North Carolina re-
cently passed under the leadership of
Representative Wright a resolution de-
claring HIV/AIDS as a public health
crisis, that we need to acknowledge
that and get our community involved,
get our faith-based community in-
volved and our education system in-
volved, because without the public rec-
ognition, we are not going to deal with
that.

While only 1 percent of AIDS cases
are found among teenagers aged 13
through 19, an additional 18 percent are
found among those who are in their
early 20s, who may have acquired the
infection while they were teens because
many of them had the infection, but we
are now just discovering it while they
are in their early 20s. Likewise, we are
finding infection of teenagers is in-
creasing. Additionally, some 26 percent
are found among those who are now in
their 20s, assuming they might have
been infected some years earlier.

As of December 31, 68 percent or
13,943 of all HIV disease reports in
North Carolina were among those who
were from 20 to 39, regardless of race.
From 20 to 39. That is an astounding,
large number of people. Let me repeat
that: 13,943 were reported last year. Of
those reported, 68 percent of those re-
ported were between the ages of 20 and
39.

Now, earlier I had said that there was
a correlation between STD, sexually
transmitted disease, as a predictor of
HIV.

I want to show you another chart as
well. This is alarming because syphilis
and gonorrhea and other transmitted
disease, we thought those had been
eliminated. In fact, I have a map that
I do not have with me; but if you look
at this map, it is almost completely
eliminated, other than in the South
and in one or two places in the Mid-
west. Completely eliminated. In fact,
there is no reason why sexually trans-
mitted disease should be growing.
There indeed is a bacterium treatment
for it, but it is growing in the South;
and it is growing in my State in alarm-
ing numbers.

Although it cannot be said that the
STDs cause HIV/AIDS, it can be said
there is a correlation between them.
Indeed, you can begin to see the large
number of them growing in North
Carolina. But also you see a high per-
centage of them being related to Afri-
can Americans. Gonorrhea percentage,
almost a relationship between what
you see in gonorrhea and syphilis as
the HIV chart. There is no reason for
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this. This is unexplainable why this is
happening. One is a disease by a behav-
ior pattern that we can correct, but
also there is no public outcry in under-
standing this. One, we assign to the
fact, well, this is their own doing and,
therefore, we shouldn’t be concerned.

There is a glaring racial disparity in
North Carolina cases. Seventy-one per-
cent of them are among African Ameri-
cans. The infectious syphilis rate is al-
most 12 times greater for African
Americans, 11 times greater for Native
Americans, and eight times greater for
Hispanics than the rate for non-His-
panic whites.

In 1998, half of all syphilis cases were
confined to 1 percent, 1 percent now, of
all the counties in the United States.
These cases of syphilis were found in 28
counties, primarily located in the
South, and three independent cities:
Baltimore, St. Louis, and the District
of Columbia. North Carolina had five
nationally significant high syphilis
morbidity counties: Guilford, not in
my district, but certainly a large coun-
ty in my State; Forsyth, again not in
my district, but a large county in my
State; Mecklenburg, which is our larg-
est city; Wake County, which is our
capital; and Robeson County, growing
at significant rates higher than all of
the other southern States.

The National Alliance of State and
Territorial AIDS Directors, something
called NASTAD, did a report. I have
that report. This report is entitled
“HIV Services in Rural Areas.” They
studied New Mexico and South Caro-
lina experiences.

Mr. Speaker, I include this study for
the RECORD.

NATIONAL ALLIANCE OF STATE AND TERRI-
TORIAL AIDS DIRECTORS, NASTAD MONO-
GRAPH, EXECUTIVE SUMMARY

HIV SERVICES IN RURAL AREAS

Introduction
AIDS cases in rural areas (less than 50,000

persons) represented approximately five per-

cent of all reported AIDS cases in 1995. Pat-
terns of HIV infection suggest that the epi-
demic is spreading in rural regions of the

United States. Estimating the prevalence of

HIV infection, based on AIDS cases, is com-

plicated by the tendency of rural residents to

go to urban areas for diagnosis and treat-
ment, if possible. Research findings indi-
cated that the majority of HIV infections in

rural areas tend to occur in young adults (15—

29 years), primarily females. Rates of hetero-

sexual transmission are more prevalent than

homosexual transmission and appear to be
compounded by the presence of other sexu-
ally transmitted diseases and the use of
crack/cocaine. Geographic areas with popu-
lations of 50,000 or fewer residents are con-
sidered rural. In 1997, over 54 million Ameri-
cans lived in rural areas, composing 20 per-

cent of the U.S. population (see Appendix A).
The HIV/AIDS Bureau (HAB) has set, as

part of its policy agenda, an objective to doc-

ument the experience of vulnerable popu-
lations and the changing nature of the epi-
demic. One population that has been histori-
cally under served is rural residents. In re-
sponse, the National Alliance of State and

Territorial AIDS Directors (NASTAD) devel-

oped this monograph on HIV Services in

Rural Areas, as part of a cooperative agree-

ment with the HIV/AIDS Bureau (HAB),
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Health Resources and Services Administra-
tion (HRSA), U.S. Department of Health and
Human Services.

HIV Services in Rural Areas describes ap-
proaches that states are using to address the
health care and social service needs of rural
residents living with HIV/AIDS. NASTAD se-
lected two states, New Mexico and South
Carolina, to highlight in this monograph be-
cause they are located in regions of the
United States that are considered rural. Ad-
ditionally, these two states were selected be-
cause their populations include a dispropor-
tionately high number of rural communities
of color—African, Hispanic, and Native
Americans—who are very high risk popu-
lations for new HIV infections—Iliving in
areas with limited resources to address their
health care needs (see Appendix B).

NASTAD conducted interviews with the
state AIDS directors and program staff and
local providers in both New Mexico and
South Carolina in fall 1999. Based upon these
interviews, NASTAD identified barriers to
access to HIV health care and key program
components that support and link HIV
health services in rural areas.

Barriers to Providing HIV Services in Rural
Areas

Long Distance Travel—Almost every serv-
ice provider interviewed for this monograph
identified transportation as a barrier to
overcome in the provision of services for per-
sons living with HIV/AIDS in rural areas.
Providers acknowledged that travel options
exist: 1) commercial transportation services;
2) volunteer drivers; 3) staff home visits, or
4) mileage reimbursement for the use of a
personal vehicle. However, in cases of acute
illness, the lack of an adequate transpor-
tation plan may make a critical difference.

Inadequate Supply of Health Care Pro-
viders with HIV/AIDS Expertise—Providers
express frustration about the lack of physi-
cians with expertise in HIV treatment, de-
spite the wide availability of training and
consultation opportunities. They also re-
ported that it is difficult to monitor the
quality of care that persons living with HIV/
AIDS receive from local health care pro-
viders and that these providers, in turn, may
not be highly motivated to monitor care due
to small client caseloads. In the absence of
local medical expertise, a social service pro-
vider, such as a case manager, may become
the local ‘“‘HIV expert.” In cases in which the
provider has little or not medical training,
serving as the local expert is a difficult and
isolated job because clients living with HIV
and their families rely on this individual for
a breadth of information that she or he may
or may not be able to provide.

Linking HIV Counseling and Testing with
Care—Many of the providers reported having
either formal or informal relationships with
local counseling and testing sites. Despite
these linkages, providers also reported that a
large number of person living with HIV/
AIDS, as high as 50% for some, are referred
to services either from hospitals or emer-
gency rooms. While many of these clients are
receiving their diagnosis for the first time,
others are aware of their HIV status but
have not sought services. Some providers re-
port relying heavily on ‘‘word-of-mouth’ to
reach clients but acknowledged that strong-
er ties between testing sites and other orga-
nizations that may be in a position to refer
clients need to be developed.

The Lack of Available Medical Facilities—
Since the early 1980’s, the number of rural
hospitals and medical facilities has dwindled
primarily due to financial cutbacks. Many
facilities have closed or have been consoli-
dated with other organizations or agencies,
or the number of services has been dras-
tically reduced due to managed care penetra-
tion, or the disappearance of an adequate
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supply of specialist, or the need to acquire
new and expensive technology. Such trends
have exacerbated the limited supply of com-
prehensive health care services needed by
rural residents living with HIV/AIDS.

Limited Availability of Social Services—
Rural areas, especially poor ones, may have
few agencies to provide social or support
services. The lack of available services re-
stricts opportunities for agency and/or orga-
nization collaboration and prevents the for-
mation of service networks. Linkages to
community-based social service agencies
have become more critical as HIV has be-
come a chronic condition and clients’ needs
have become more diverse.

The Stigma Attached to HIV/AIDS—The
stigma attached to HIV/AIDS may result in
community-wide denial that HIV is a prob-
lem that needs to be addressed. Medical pro-
viders may resist treating persons living
with HIV/AIDS. In contrast, clients may be
reluctant to seek services in rural areas
“where being socially ostracized.

In addition, there may be a sense of mis-
trust of medical and related health care pro-
viders by individual clients and/or the com-
munity at large, especially if such service
providers are unknown to the client or from
outside the local community.

Client Adherence to Treatment—With im-
proved HIV/AIDS care and treatment, treat-
ment adherence may become a more impor-
tant concern. Promoting adherence to
antiretroviral treatment regimens can be
difficult when clients are isolated and face-
to-face contact between case managers, phy-
sicians, treatment educators and persons liv-
ing with HIV/AIDS is limited. It also is dif-
ficult to assure client adherence to treat-
ment on a regular schedule if the ability to
refill prescriptions is problematic, or if the
client has issues of stigma to overcome.

Substance Abuse—Several providers noted
that the provision of long-term substance
abuse services is a significant service deliv-
ery barrier in rural areas. Distance and lim-
ited client contact compound the challenge.
Substance abuse treatment services may not
be readily available outside of urban areas.
There may be a sense of denial, both in the
community and on the part of the clients
who are using drugs and alcohol, because
substance abuse is not identified openly as a
problem in rural areas, resulting in little ef-
fort to secure treatment services.

Addressing the Special Needs of Commu-
nities of Color in Rural Areas—Communities
of color, including Africans, Hispanic, Na-
tive, and Asian Americans, are at high risk
for HIV infection. Rural communities of
color, like other rural residents, experience
the same barriers—stigma, poverty, and the
absence of accessible care vulnerability of
these communities to HIV is further com-
promised by additional factors: discrimina-
tion, distrust of the medical establishment
and the health care system, diverse nation-
alities, language differences, severe poverty
and unemployment, and social-cultural dif-
ferences and isolation.

State Components that Link HIV Services in
Rural Areas

The providers interviewed for this mono-
graph have developed and described various
strategies for providing HIV services to cli-
ents living in rural areas based on client
needs and available resources. State strate-
gies include:

Addressing Clients’ Needs Beyond HIV—
Service providers who address the entire
range of client needs are more likely to
maintain clients in care. Poverty, substance
abuse, mental illness and other problems
that are often associated with urban life also
affect people living in rural areas. For exam-
ple, the Palmetto AIDS Life Support Serv-
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ices (PALSS), in Columbia, SC, operates the
Women’s Resource Center. Approximately 25
percent of PALSS clients live in rural areas.
The center provides a range of services that
address the needs, both HIV-related and
those not related to HIV, of their female cli-
ents. PALSS offers parenting classes, breast
and cervical cancer screening, nutrition
classes, exercise classes, social activities
such as crafts and sewing classes, and a li-
brary with resources specific to women and
HIV, creating a link between service pro-
vider and client.

Client-Centered Approach—It is not always
practical to develop services targeting a spe-
cific population in a rural area. The caseload
is often small and resources are extremely
limited. These circumstances necessitate
that staff be culturally sensitive and focus
on the clients as individuals, since the client
population, though small, may be very di-
verse. For example, one of New Mexico AIDS
Services’ (NMAS) case managers is Native
American and works with the organization’s
Native American clients in Albuquerque. The
case manager also understands the cultural
importance of using Native American heal-
ing methods and administers NMAS’s com-
plementary medicine program.

Flexibility—Service providers stressed the
importance of designing and administering
programs that are flexible enough to accom-
modate the unique needs of individuals liv-
ing with HIV/AIDS. Many agencies allow cli-
ents to designate where they will meet with
their case managers, whether at their home,
a local health department or library, or even
for lunch at a local restaurant. Such ar-
rangements require additional driving on the
part of case managers and allows the client
to identify a ‘‘safe site’’ in his or her commu-
nity where individual confidentiality can be
maintained. Limited clinic hours present an-
other challenge for providers. If a person liv-
ing with HIV/AIDS cannot schedule an ap-
pointment during regular clinic hours and
needs to see a physician in between weekly
clinics, several service providers reported
that the physicians will frequently allow of-
fice visits, even though they are contracted
to do so.

Working with Available Resources—It is
important to identify and to link collabo-
rative partners in rural networks, even with
limited resources. For example, the Edisto
Health Department in central South Caro-
lina works with the Cooperative Church Min-
istries of Orangeburg (CCMO), a coalition of
churches in the area that have combined
their resources to offer some services such as
a small food and clothing bank to persons
living with HIV/AIDS, CCMO also admin-
isters the Housing Opportunities for People
With AIDS (HOPWA) funds for the health de-
partment.

Fostering Informal Relationships—Service
providers in rural areas stressed the impor-
tance of informal relationships that repeat-
edly prove to be invaluable in identifying re-
sources and developing service networks.
These relationships may develop unexpect-
edly. The ACCESS Network in Hilton Head,
SC works closely with ‘‘Volunteers in Medi-
cine,” a medical clinic staffed by retired
health care professionals, who moved next
door to ACCESS several years ago. Some AC-
CESS clients now receive services at the
clinic. Case managers work closely with the
clinic’s staff to coordinate clients’ care.
They also provide clinic staff with informa-
tion on HIV/AIDS treatment developments.

Providers reported fostering informal rela-
tionships between their own physicians and
infectious disease (ID) specialists outside
their service area who are available for
phone consultation. Providers also cited the
importance of working with local media to
raise awareness about HIV/AIDS and the
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agency’s services by running public service
announcements (PSAs) or providing cov-
erage of agency activities and events.
Conclusion

Both New Mexico and South Carolina have
implemented strategies that seem to be
working well for their respective residents
who are living with HIV/AIDS. Both states
also have found it necessary to remain flexi-
ble in implementing these strategies to meet
the needs of specific group of residents who
have unique challenges from one geographic
area to another within each state. The selec-
tion of these two states in no way suggests
that other states are not conducting exem-
plary work to assure positive outcomes for
their respective residents. The selection of
these states simply presents an opportunity
to share information about HIV services in
rural areas with other jurisdictions and
stimulate national discussion among states
on how best to meet the needs of persons liv-
ing with HIV/AIDS.

HIV SERVICES IN RURAL AREAS: THE NEW

MEXICO AND SOUTH CAROLINA EXPERIENCES

INTRODUCTION

AIDS cases in rural areas represent ap-
proximately five percent of the all AIDS
cases in the United States. Long distances
between residents and accessible health care
services, social isolation as a result of social
sigma related to HIV/AIDS, lack of adequate,
if any, health insurance coverage, insuffi-
cient medical facilities, few medical special-
ists, and limited support services like trans-
portation and child care challenge the ef-
forts of rural communities (see Appendix A)
to serve residents living with HIV/AIDS.

State health departments, in collaboration
with local health agencies and organizations,
are focusing on preventing new infections in
rural areas, getting persons living with HIV
into care (see Appendix B), and improving
access to HIV health care services in rural
areas. State health departments offer experi-
enced insight, methodological research and
analysis, and documented evidence of the
success or failure of specific program strate-
gies that collectively are designed to im-
prove the quality of life for persons living
with HIV/AIDS. State health departments
also have the expertise to provide technical
assistance and support for capacity building
to local health care agencies and organiza-
tions that serve persons living with HIV/
AIDS and to develop linkages between HIV/
AIDS health care and related services in
urban as well as rural areas.

HIV Services in Rural Areas is a mono-
graph developed by the National Alliance of
State and Territorial AIDS Directors
(NASTAD), under a cooperative agreement
with the HIV/AIDS Bureau (HAB), Health
Resources and Services Administration
(HRSA), U.S. Department of Health and
Human Services. NASTAD conducted inter-
views with state AIDS directors and local
service providers receiving Ryan White
CARE Act funds in fall 1999. This monograph
highlights activities in New Mexico and
South Carolina, two states that have devel-
oped strategies to address the primary care
and support ser